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Introduction 
REfugees in Africa ClusTer (REACT) project is a joint initiative between the East Central and Southern 
Africa Health Community, KEMRI, Makerere School of Public Health (MakSPH), University College 
London (UCL), the London School of Hygiene and Tropical Medicine (LSHTM), and the University of 
York, aimed at supporting national capacity-strengthening and research in gender-responsive 
resource allocation, health care organisation and policy decision-making for more efficient and 
equitable responses to refugee and host communities health needs in east, central and southern 
Africa. 
 
The project is structured around three work packages on health systems governance, health 
economics, and gender, which jointly investigate four distinct research themes. REACT will generate 
theoretical, conceptual and methodological contributions which will benefit academics from a broad 
range of disciplines researching and teaching forced migration, humanitarian response, gender, 
public health and health systems. The knowledge generated through this initiative will be shared 
thorough briefs, reports, papers, presentations and workshops. 
 
Report objectives 
This report will provide an introductory background to REACT. The specific objectives are to: 
 
1. Describe the extent and characteristics of the refugee crisis worldwide; 
2. Understand the nature of the refugee crisis in Sub-Saharan Africa; 
3. Provide an overview of the guidance provided by international organisations on refugee 
health; 
4. Summarise findings from a scoping review on health economics and financing research in 
refugee settings; 
5. Identify priority areas for health economics and financing research. 
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Characteristics of the refugee crisis 
Despite the development gains observed over the past decades, one in every 70 people around the 
world is caught up in a crisis and requires humanitarian assistance and protection, and 1% of the 
global population is affected by a major humanitarian crisis. Between 2014 and 2017, the number of 
forcibly displaced people increased from 5.9 to 68.5 million. In recent years, food insecurity has been 
rising affecting from 80 to 124 million people. Additionally, some 350 million people are affected 
every year by natural disasters and climate change events. Overall, the number of people targeted 
to receive humanitarian assistance through the UN-led Humanitarian Response Plans (HRPs) 
increased by 31% between 2014 and 2018 [1]. 
 
According to recent estimates, in 2019, 132 million people required humanitarian assistance and 
protection, and there were 86.5 million people of concern for the United Nations High 
Commissioner for Refugees (UNHCR). These include 43.5 million Internally Displaced People (IDPs), 5 
milliion of whom are located in the Democratic Republic of Congo (DRC), 20.4 million refugees and 
4.1 million asylum seekers [2]. (Figure 1) 
 
 
Figure 1. Populations of concern by UNHCR category 
 
Nowadays, the average humanitarian crisis lasts more than nine years. Around 2 billion people live in 
fragile and conflict affected settings (FCAS) and nearly 75% of the people targeted to receive 
assistance in 2018 were in countries affected by a humanitarian crisis for at least seven years. In 
FCAS, 40% of the population are under 14 years of age. Therefore, 25% of children living in the world 
are living in a setting affected by conflict or disaster, facing threats of violence, hunger and 
disease.(1) The World Health Organisation (WHO) estimates that 60% of preventable maternal 
deaths, 53% of under-five mortality, and 45% of neonatal mortality occur in humanitarian crises and 
FCAS [3]. 
 
Response Funding 
Humanitarian aid has been increasing, but not at the same speed as demand. Between 2009 and 
2018, the funding requests from the UN-coordinated appeals to respond to humanitarian crises and 
other emergencies has increased by over 183%, whereas humanitarian funding increased by 139%. 
This resulted into an average funding gap of 18% over the same period. (Figure 2)  
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Figure 2. Trend of Un-coordinated appeals 
 
The funding landscape is always dominated by the same donors. Although the US, Germany and the 
UK reduced their contributions by 7% between 2017 and 2018, their support still represents 52% of 
the total funding [4]. 
 
The large protracted crises have been driving the funding requests and disbursement. Between 2014 
and 2018, the Somalia, South Sudan, Sudan and Syria crises have accounted for 55% of the response 
funding received. 
 
As the duration of the crisis gets longer, the most vulnerable groups become disproportionately 
affected by the crisis [5]. 
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The nature of the refugee crisis in Sub-Saharan Africa 
Sub-Saharan Africa (SSA) hosts over 26% of the world’s refugee population and 18 million people of 
concern to UNHCR. South Sudan, Somalia, DRC, Sudan and Central Africa Republic (CAR) are among 
the top international displacement situations, whereas Uganda and Sudan are among the top 
refugee hosting countries [6]. 
 
In recent years, the number of refugees and displaced populations has significantly increased. Figure 
3 shows the new displacements in 2018, when new major displacements were registered due to the 
crises in the CAR, Nigeria, South Sudan and Burundi [7]. 
 
 
Figure 3. Major displacement situations in Dub-Saharan Africa 2019 [2] 
 
Political instability, violence, socio-economic conditions and extreme climate events are at the roots 
of the displacement crisis in the continent. The table below summarised the main characteristics of 
the crisis affecting sub-Saharan Africa. 
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Country Political crisis Other Factors Population Displacement 
Sahel Region 
Mali In 2019, the jihadist groups strengthened their presence in the Sahel 
Region. The Liptako Gourma (i.e. the area shared by Burkina Faso, Niger 
and Mali) has been affected by increased intercommunal violence and 
security incidents, resulting in civilian casualties.  
 
The Islamic State in the Greater Sahel (ISGS) and the Islamic State in the 
West African Province (ISWAP) have been very active in the region, 
claiming a high number of attacks [8]. 
Climatic variations and irregular 
rainfalls have threatened food 
security and poverty reduction 
efforts in the region since 1970 [9]. 
Over 171,000 people have been 
displaced by conflict and 
violence [10]. 
Burkina Faso The country has been exposed to the AIQM threat since 2015, when a 
foreign worker was kidnapped in the north east of the country. In 2019 
alone, 399 security events resulting in 1,800 fatalities were reported [11]. 
Since mid-2019, the number of 
IDPs has been steadily 
increasing, reaching 766,000 in 
mid-2020.  
 
There are also 23,000 Malian 
refugees living in two 
consolidated camps [12]. 
Niger  Cross border violence in Tillaberi and Tahoua regions leads to significant 
population displacement.  
 
In 2018, Niger suspended counter terrorism cooperation with the Malian 
militias and began to counter the Islamic State through community 
outreaches. Since then, attacks increased [13]. 
There are over 187,000 IDPs and 
218,000 refugees [14]. 
Lake Chad Basin  
Nigeria Boko Haram, its break-out fraction Islamic State West Africa Province 
(ISWAP), and the related counter insurgency led by the Nigerian military 
and the African Union Multinational Joint Task Force have been ongoing 
for over 10 years in the North Eastern regions of the country. Conflict and 
violence have spilled over to Niger, Chad and Cameroon. 
 
Additionally, bandits have been active in the same area of the country, 
especially after the discovery of Gold Reserves in Zamfara State.  
 
Nigeria is also hosting a growing number of Cameroonian refugees 
following the intensification of Cameroon’s Anglophone crisis. 
The current crisis is rooted upon 
inequality and long-term political 
marginalisation, which resulted 
into deep mistrust between 
communities and the government 
[15]. 
 
These factors have been coupled 
with climate change and 
environmental degradation, 
affecting rural populations 
Over 1.8 million people have 
been displaced across the Lake 
Chad region. 
 
Due to bandits’ activities, 
160,000 were internally 
displaced and 41,000 forced to 
seek refuge abroad. 
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Country Political crisis Other Factors Population Displacement 
Cameroon Since late 2016, the protests between the Anglophone minorities in the 
Northwest and Southwest have escalated, leading to the creation of the 
self-proclaimed Ambazonian Republic. 
 
Cameroon is the second most-affected country by violence and insecurity 
linked to Boko Haram in the region [17]. 
particularly severely, and 
increasing competition over natural 
resources [16]. 
 
The conflict is resulting in the 
disruption of markets and 
depletion of food supplies. 
Over 650,000 people are 
internally displaced due to the 
internal conflict, and 290,000 
because of Boko Haram 
associated conflict, and 60,000 
were forced to flee to Nigeria 
[17]. 
Chad Security threats associated to Boko Haram activities and related counter 
military operations have affected the country since 2014 [18]. 
 
Despite the escalation of violent events between 2018 and 2019, 1,200 
troops returned to N’Djamena in early 2020 [19]. 
There are 450,000 refugees, 
mostly from Sudan and DRC, and 
124,000 internally displaced 
people [20]. 
Greater Lake Region 
DRC A complex emergency has been affecting the DRC for over 20 years.  
 
In 1996, the First Congo War started. The Uganda-Rwandan armies led by 
Laurent Kabila invaded eastern Congo and overthrew president Sese 
Seko Mobutu. 
 
Violence continued until 2003, when peace agreements were signed 
between DRC and Uganda. A proxy war between DRC and Rwanda 
continued until 2008 [21]. 
 
In 2006, Joseph Kabila, the late son of Laurent, became the first 
democratically elected president. Despite this democratic transition, 
conflict and violence continued. The conflict has been exacerbated by the 
interplay between several rebel actors, including the March 23 Movement 
(M23), Democratic Forces for the Liberation of Rwanda (FDLR), Maï-Maï 
Sheka, Allied Democratic Forces (ADF), and Lord’s Resistance Army (LRA) 
[22]. 
 
In recent years, the conflict has intensified around the Province of Ituri, 
North Kivu and Tanganyika.  
 
 More than 5 million IDPs and 
900,000 refugees living in 
neighbouring countries. In 
addition, DRC hosts 527,000 
refugees from Rwanda, CAR and 
South Sudan. 
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Country Political crisis Other Factors Population Displacement 
South Sudan South Sudan became an independent state in 2011. Soon after, in 2013, a 
civil war broke out. 
 
In 2018, the Khartoum Declaration of Agreement which included a 
cease-fire and a pledge to negotiate a power-sharing agreement to 
end the war, was signed by President Salva Kiir and the opposition 
leader Riek Machar [23].  
 
However, attacks continue to be reported and the delivery of assistance 
is limited by the frequent attacks on humanitarian workers. 
The protracted conflict and 
displacement have resulted into 
the disruption of food production 
and supply chains, and the overall 
deterioration of the economy.  
The desert locust outbreak is 
further worsening the food security 
situation. 
The conflict led to the death of 
over 50,000 people, the internal 
displacement of 1.5 million 
people and 2.2 people seeking  
refuge abroad. 
South Sudan also hosts around 
300,000 refugees from Sudan, 
DRC, Ethiopia and CAR [24]. 
Uganda The unprecedented mass influx of refugees into Uganda in 2016-2018 has 
put enormous pressure on the country’s basic service provision, in particular 
health services. The sheer scale of the South Sudanese and Congolese 
refugee crises puts the national and district health systems, host 
communities, and refugee response-implementing partners under 
tremendous stress [25]. 
 
Uganda is praised world-wide for its progressive open-door refugee policies. 
It was the first country to launch the Comprehensive Refugee Response 
Framework (CRRF), as early as March 2017. The CRRF is part of a rich policy 
environment, including the Refugee Act 2006 and the Refugee Regulations 
2010. As part of the overall health sector planning framework in Uganda, 
the Health Sector Integrated Refugee Response Plan (HSIRRP) (2019-2024) 
in Uganda is presented as an addendum to the Heath Sector Development 
Plan (2015-2020), for supplementing service delivery in the refugee hosting 
Districts [26]. 
 Uganda is currently hosting over 
1.4 million refugees, with an 
average monthly influx of an 
additional 30,000 refugees, 
primarily coming from the 
Democratic Republic of the 
Congo and South Sudan. 
Refugees are hosted in 13 
districts, where an additional 7 
million local people live [27]. 
 
Burundi Since President Nkurunziza announced a run for a third term in April 2015, 
Burundi has been in a political crisis [28]. 
 
 
 
 
 
 
 
Due to political instability, the 
economy has significantly declined 
and foreign aid, representing 48% 
of the national income in 2015, was 
suspended [29]. 
Over 300,000 Burundian 
refugees fled to Tanzania, 
Rwanda, the DRC and Uganda 
and 750,000 face severe 
humanitarian conditions [28]. 
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Country Political crisis Other Factors Population Displacement 
Horn of Africa  
Ethiopia Ethiopia has encountered numerous civil-wars in the region, including the 
Eritrea liberation movements (1961–91), the Tigrai People’s Liberation 
Front (TPLF) (1975–91); the Western Somali Liberation Front (WSLF) 
(1974–78), the Oromo Liberation Front (1975– present) the Afar Liberation 
Front (1975–97) and the Ogaden National Liberation Front (1984–present) 
[30]. 
 
Between 1997 and 2015, a number of conflicts were reported in the 
region. In 2015, anti-regime movements escalated across the country and 
protests peaked in major cities. Since 2018, an increase in ethnic-based 
violence was recorded, associated to the rise in ethno-nationalism and 
state fragility [31]. 
The countries in the region are 
characterised by fragmented 
economic and institutional systems 
which expose segments of the 
population to economic and 
political marginalisation.  
 
Since independence, there have 
been four major interstate wars 
and three violent conflicts. These 
include the two wars between 
Ethiopia and Somalia over 
Somalia’s claims over the Somali-
inhabited Ogaden region of 
Ethiopia (1961-1967 and 1977-
1978), the war between Ethiopia 
and Eritrea following the border 
dispute over Badme (1998-2000), 
and the third Somalia-Ethiopia war 
(2006-2009) [30]. 
 
Consecutive years of natural 
hazards, drought and violence have 
resulted in an increase in 
humanitarian needs, due to 
increased food insecurity. 
 
Rural household livelihoods are 
highly dependent on climate 
seasonal cycles.  
 
With 740,000 refugees, the 
country is the second largest 
recipient of refugees in Africa, 
the majority of which depends 
on humanitarian aid [32]. 
 
Estimates indicate that over 10 
million people are in need [33]. 
 
Somalia Since the overthrow of Mohammed Siad Barre in 1991, Somalia has been 
affected by severe state fragility and widespread insecurity.   
In 2004, a Transitional Federal Government (TFG) was created as a ruling 
body, composed of representatives from Somalia’s largest clans, and ruled 
until 2014, when it was superseded by the Somali Federal Government 
[34]. 
 
In 2006, a number of Islamist organisations established a network of sharia 
courts in Mogadishu, called the Islamic Courts Union (ICU) and seized 
Mogadishu.(35) Al-Shabaab (“the youth”), an affiliated jihadist 
fundamentalist group operating in East Africa, was created as a faction of 
the ICU, representing initially a hard line militant youth movement and 
subsequently a splinter of ICU. In 2006, the US backed Ethiopian military 
action successfully removed the ICU and allowed the TFG to relocate to 
Somalia [36]. 
 
With the defeat of ICU, Al Shabaab gained increasing strength and took 
control of most areas of the country by 2008. By 2009, the group 
controlled most of southern Somalia [37].  As of 2010, the group was 
officially allied with al-Qaeda.  
 
There are more than 2.6 million 
people internally displaced, 
mostly due to conflict, violence 
and extreme weather events. 
[39]. 
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Country Political crisis Other Factors Population Displacement 
In August 2011, Al-Shabaab was forced to withdraw, following the 
operations led by the UN-mandated African Union Mission in Somalia 
(AMISOM). In the same year, the UN declared famine in two southern 
regions of the country which cost the lives of some 260,000 people. 
Conflict and the US anti-terrorism legislations, preventing aid from 
reaching the affected areas, were at the roots of the famine  [38]. 
 
In 2015, a small faction of Al Shabaab under the leadership of Abduqadir 
Mumin broke off and created the Islamic State in Somalia (ISS). The group 
claimed 81 assassinations between February 2017 and July 2018, few of 
which have been verified. 
 
Clan disputes and protests, coupled with the progressive withdrawal of the 
African Union Mission, due to the end of its mandate. The attacks from the 
Islamic State and Al Shabaab contribute to the increased insecurity in 
Somalia. In 2019, a total of 4,017 fatalities were reported. Besides the 
attacks linked to Al Shabaab’s insurgency against the Somali government 
and its allies, rural populations are exposed to clan-based violence [11]. 
 
Over 5.2 million people are in need of humanitarian assistance, 3.2 million 
people are in need of protection and 3.6 million people have been 
displaced by conflict, insecurity, forced evictions, droughts and floods. 
Additionally, 30,000 Ethiopian refugees and asylum seekers are registered 
in Somalia. Estimates indicate that 3.5 million people won’t be able to 
meet their minimum food needs between July and September 2020 [39]. 
Kenya Until the 1990s, the Kenyan refugee policy favoured integration. 
Subsequently, a reversal occurred and a new strategy promoting only 
temporary protection was introduced. Although the 2010 Constitution 
guarantees freedom to all refugees to enter, remain and reside anywhere in 
the country, de facto the encampment policy prohibits freedom of 
movement, and therefore access to employment and higher education. 
Whilst refugees may theoretically work, in practice this is proven to be 
difficult because of the labour market structure which is characterised by a 
high unemployment rate and heavy reliance on the informal economy [40]. 
 
As of February 2020, Kenya is 
hosting a total of 492,802 
refugees, 84% of which are living 
in refugee camps (Kakuma and 
Dadaab). Refugees from Somalia 
form the largest group (54.5%), 
followed by those from South 
Sudan (24.4%) and the 
Democratic Republic of the 
Congo (8.8%) [41]. 
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Responding to humanitarian, refugee and IDPs crises 
 As part of the efforts to improve the coordination of 
the response to humanitarian crises and 
emergencies, in response to the United Nations 
General Assembly Resolution 46/182, in June 1992 
the Inter-Agency Standing Committee (IASC) was 
established as a unique interagency forum for 
coordination, policy development and decision 
making involving key UN agencies and non-UN 
humanitarian actors. Subsequently, the role of the 
IASC was affirmed with the General Assembly 
Resolution 48/57. The committee is chaired by the 
Emergency Relief Coordinator [42]. 
 
Following the Great Lakes Refugee crisis of 1994, an 
international movement started to improve the 
quality of humanitarian assistance. These efforts led 
to the development of Sphere, which set the 
internationally recognised set of common principles 
and universal minimum standards in humanitarian 
response, published in the Sphere Handbook [43]. 
 
Figure 4. History of humanitarian assistance 
 
In 2005, following the recommendation of an independent Humanitarian Response Review, the 
clusters approach was adopted with the purpose of addressing gaps and strengthening the 
effectiveness of the humanitarian response. The Emergency Relief Coordinator can activate up to 11 
clusters (i.e. camp coordination and management, early recovery, education, emergency 
telecommunications, food security, health, logistics, nutrition, protection, shelter, water, sanitation 
and hygiene) [44]. 
 
In 2012, 15 member states of the 2009 African Union ratified the Kampala Convention for IDPs. The 
document is framed in terms of state obligations in relation to internal displacement, covering 
prevention, protection and assistance obligations during displacement, and obligations in relation to 
return and compensation. The Kampala Convention also recognises the important roles of various 
groups, including international organisations and humanitarian agencies, and addresses the 
responsibilities of armed groups in situations of armed conflict [45]. To date, 30 AU members have 
ratified the Convention. 
 
Efforts to increase the standards of humanitarian assistance continued and in 2014 the Core 
Humanitarian Standard on Quality and Accountability (CHS) set out nine commitments that 
organisations involved in humanitarian response can use to improve the quality and effectiveness of 
the assistance they provide. With the CHS, affected communities and individuals are put at the 
centre of humanitarian action [46]. 
 
In May 2016, the World Humanitarian Summit was held in Istanbul with the objective of increasing 
the commitments to deliver better quality services for people affected by humanitarian crises and 
reaffirm the support for the new Agenda for Humanity. An online Platform for Actions, 
Commitments and Transformations (PACT) was created with the purpose of tracking progress 
against the stated objectives until 2019 [47]. 
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In the same year, the Comprehensive Refugee Response Framework (CRRF) was launched as the first 
of two Annexes to the New York Declaration for Refugees and Migrants, as a set of commitments to 
be implemented in situations involving large scale movements of refugees. The CRRF strives to 
promote sustainable approaches linking humanitarian operations to development assistance and is 
based on the premise of greater engagement between national and local authorities, international 
organisation, civil society, refugee and host communities [48]. This model was first pioneered in 
Uganda, a country with a longstanding history of progressive approaches to durable refugee 
responses. 
 
Health Services Delivery in Refugee Settings 
Over the years, a number of organisations have been producing guidelines to provide refugee 
assistance. The UNHCR Emergency Handbook is a reference document outlining best practices 
among the entire emergency response cycle. 
 
A number of documents have also been produced over the years to provide health services among 
refugees and migrants. Besides country-specific guidelines, like the U.S. Centre for Disease Control 
(CDC) Refugee Health Guidelines, international guidance and best practices are regularly published 
by the Health Cluster and UNHCR. Additionally, Médecins sans Frontières (MSF), has produced 
several seminal guidance documents (e.g. Refugee Health: an approach to emergency situations) 
and open-source training materials (e.g. Humanitarian priorities in refugee camps). 
 
In 2014, the UNHCR released a Global Strategy for Public Health 2014-2018 with the purpose of 
fulfilling refugee’s rights to access life-saving and essential care, with a focus on HIV and 
Reproductive health, Food security and nutrition and Water, hygiene and sanitation. The strategic 
objectives include: 
 
1. Improve access to quality primary health care programmes 
2. Decrease morbidity from communicable diseases and epidemics 
3. Improve childhood survival 
4. Facilitate access to integrated prevention and control of Non Communicable Diseases 
(NCDs), including mental health services 
5. Ensure rational access to specialist referral care 
6. Ensure integration into national services and explore health financing mechanisms 
 
On a yearly basis, the Public Health section of UNHCR produces a report on Public Health in refugee 
settings. Data from the Integrated Refugee Health Information Systems (IRHIS) is analysed to assess 
the main morbidity and mortality trends in refugee settings, with a focus on reproductive health, 
nutrition, water, sanitation and hygiene. In 2018, despite major refugee influx in Myanmar, South 
Sudan and DRC, mortality standards were mostly below emergency thresholds. 
 
Over the past years there has been an increasing recognition that camps should be only temporary 
solutions to host refugees. However, alternatives are highly dependent on the legislative framework 
of the hosting country. Whether possible, the integration within local communities seems to be the 
preferred alternative as it forms the basis of more durable solutions and refugees’ skills and assets 
can greatly benefit host communities as well. According to recent estimates, 6 out of the 10.5 million 
world’s refugees now live in slums, cities and urban settings [49]. 
 
The characteristics of refugee settings have major impacts on the delivery of assistance to the 
affected populations. Unlike in camps, urban settings provide greater autonomy to refugees. At the 
same time, urban refugees do not have the same legal protection in their hosting country and are 
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therefore exposed to greater vulnerabilities, including exploitation, violence and narrower social 
protection. New approaches, mostly through the collaboration with national authorities, are 
emerging to assist refugees in such settings [49]. 
 
Table 1. Refugee health services in urban settings 
Urban Refugees in Kampala Urban Refugees in Nairobi 
As of January 2020, Kampala hosts almost 60,000 
refugees and 18,500 asylum seekers, the majority of 
whom comes from Somalia and DRC [50]. 
 
Legally, refugees are required to register with the 
Police and then with the Office of the Prime 
Minister (OPM) to obtain a refugee identification 
card to access public services.  
 
Despite the progressive refugee policies in Uganda, 
refugees still face major issues accessing (health) 
services. The state is in fact unable to guarantee 
equitable access to quality services, which are only 
in theory free. Refugees need to cover both direct 
and indirect services delivery costs. Moreover, the 
overcrowded living conditions of urban refugee 
settings create the perfect environment for disease 
outbreaks.  
 
Established refugee led organisations contribute to 
address the institutional, linguistic and cultural 
challenges faced by newly arrived refugees [51]. 
Although most refugees in Kenya live in camp 
settings, some are residing in urban settings, namely 
in Eastleigh, the large trading district in Nairobi.  
A large proportion of the population lives in 
overcrowded, dark and poorly ventilated apartment 
blocks with poor hygiene, which are conducive to the 
spread of tuberculosis (TB), cholera and other 
communicable diseases.  
8,771 refugee families have been registered to the 
National Hospital Insurance Fund (NHIF) which is 
providing unrestricted secondary and tertiary 
healthcare to subscribers after paying US$ 5 per 
family per month [52]. 
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Need for health economics and financing research 
Fragile and conflict affected states (FCAS) are characterised by rapidly changing disease burden, due 
to increased risk of outbreak with epidemic potential, conflict-related injuries, malnutrition and 
micro-nutrient deficiencies associated to food insecurity, and mental health. In these settings, health 
services utilisation often diminishes due to services disruption and high reliance on out of pocket 
expenditures. The fall in publicly funded health services provision and the reduced household ability 
to pay exacerbates existing inequity of health services utilisation. 
 
With the fall in domestic public revenues in FCAS, government purchasing is focused on salaries. 
Humanitarian financing often represents the largest share of health spending and is project-based, 
thus leading to fragmentation in purchasing arrangements and leading to sustainability challenges. 
 
Although some humanitarian organisations have developed minimum standards for the health 
services package, the notion of benefit entitlement varies across crises. The involvement of some 
external organisations has led to the introduction of explicit benefit packages in some settings (e.g. 
Afghanistan, Liberia, South Sudan, Somalia and DRC). In some countries, like Iran and Uganda 
refugees have access to the same services as the host populations [53]. 
 
A recent scoping review on health financing in FCAS, found that the related body of evidence has 
increased over the past years. Whilst the literature seems to be biased towards countries with a 
large donor presence, and focused on aid coordination and domestic resources mobilisation, a 
growing number of studies on the following topics were identified: 
 
 Raising and pooling revenues: Aid coordination and effectiveness, tax revenue mobilisation, 
health insurance, health equity funds, demand side financing; 
 Purchasing: Contracting, performance-based financing; 
 Benefit packages and services provision: Benefit packages of health services, accreditation 
and regulation of providers, public financial management; 
 UHC goals and objectives related to health financing: Equity and efficiency in resource 
allocation, Transparency and accountability, Utilisation relative to the needs, financial 
protection and equity in finance [54]. 
 
A number of studies have also been published on the use of economic evaluations in health-related 
humanitarian programs. A recent systematic review of the literature revealed that there is limited 
use of economic evaluations to determine health interventions in humanitarian settings, resulting in 
lost potential to support operational and policy decision making to improve efficiency in health 
programming and services prioritisation. Data and quality availability pose major challenges to 
undertake full economic evaluations, as most studies relied on non-governmental organisations 
(NGOs) data. The lack of research studies on economic evaluation is also potentially linked to the 
limited awareness of the benefits among donors, misunderstanding of the role of economic 
evaluation and lack of political will to conducting studies on outcomes. 
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Concluding remarks 
The use of health economics tools in decision making processes is pivotal in settings experiencing 
protracted refugee crises, as hosting governments are called to rely on health economics tools in 
decision making processes. Despite the above-mentioned challenges, related to the use of economic 
evaluations in these settings, efforts shall be made to promote the utilisation of these approaches in 
these settings.  
 
These could be of greatest relevance in countries like Uganda and Kenya which have a stable internal 
political situation and host the largest numbers of refuges in the region. Refugees hosted in both 
countries come from settings affected by highly protracted crises, and therefore having limited 
chances to return to their country of origin. Therefore, durable solutions to be found to deliver 
services to the refugee population relying on domestic financial resources. 
 
Uganda may benefit from the use of costing models and economic evaluations to support health 
services prioritisation for the design of benefit packages in refugee hosting districts, and the use of 
cutting edge tools to conduct empirical analysis on domestic and external trends towards refugee 
hosting areas, to improve equity of resources allocation decisions. Despite having different refugee 
policies, Kenya may also benefit from relying on health economics tools in decision making 
processes, especially to streamline the package of health services provided to refugees living in 
refugee camps.   
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